
Applying for Certification 
Claims Reviewer 

[Reference: Section 73-6-34(1)(2)(3)(4) and Rules and Regulations 10] 
 
 
• “Claims review” and/or “independent examinations” are defined as services for 

third party entities for the purpose of rendering a decision on chiropractic insurance 
claims. 

 
 

• Nothing in this section shall prohibit an insurance company or its designees from 
taking adverse action based upon reviewing a claim if it is determined that the 
services rendered are not covered under the insurance plan’s schedule of benefits or 
the services are subject to the insurance plan’s exclusions and/or limitations.  No 
determination adverse to a chiropractic patient or doctor of chiropractic shall be 
made on any question relating to the necessity or justification of any form of health 
care services without prior evaluation and concurrence in the adverse determination 
by a chiropractor licensed to practice in Mississippi and meeting the following 
criteria: 

 
(a)  Present proof of three hundred (300) hours of study in insurance claim 

review by a course of study recognized by the Mississippi State 
Chiropractic Examining Board.  Such proof is to be filed with the 
Executive Secretary of the Mississippi State Board of Chiropractic 
Examiners. 

(b)  Present proof to the Executive Secretary of the Mississippi State Board of 
Chiropractic Examiners ten (10) hours of continuing education each fiscal 
year in the instruction or developments in claims review, which must be 
approved by the Mississippi State Board of Chiropractic Examiners. 

(c)  Those chiropractors active in doing claims review five (5) years prior to 
the enactment of this law will be exempt from the three hundred (300) 
hours  educational requirements.  Those chiropractors qualifying under 
this subsection (c) of this section must show proof of one hundred (100) 
hours of study in claims reviews or related subjects and meet all other 
requirements. 

(d)  The Mississippi State Board of Chiropractic Examiners shall issue a 
certificate to those chiropractors qualifying under this law and may charge 
a fee of Twenty-five Dollars ($25.00) to each individual the Board 
certifies. 

(e)  Any chiropractor not complying with this act will be subject to 
disciplinary action by the Mississippi State Board of Chiropractic 
Examiners. 

 

• No chiropractor shall engage in chiropractic claims review or independent 
examinations on or after March 19, 1999 act unless he has met all requirements in 
this section. 

 

• This act shall take effect and be in force from and after July 1, 1999.  



CLAIM REVIEWER 
CERTIFICATE RENEWAL NOTICE 

 
 
 

ALL MISSISSIPPI CLAIM REVIEWER CERTIFICATE HOLDERS: 
 
 THIS LETTER WILL SUPERSEDE ALL PREVIOUS INSTRUCTIONS ISSUED BY THE MISSISSIPPI 
 STATE BOARD OF CHIROPRACTIC EXAMINERS WHICH PERTAINS TO THE CONTINUING  
 EDUCATION REQUIREMENTS AND RENEWAL FEES NECESSARY FOR RENEWING YOUR  
 CLAIM REVIEWER CERTIFICATE. 
 
RESPONSIBILITY OF ALL CLAIM REVIEWER CERTIFICATE HOLDERS: 
 
 1--------- SECTION 73-6-34 MISSISSIPPI CODE OF 1972, AS AMENDED IN 1999, REQUIRES YOU  
  TO FORWARD TO THE  OFFICE OF THE SECRETARY OF THE BOARD OF   
  CHIROPRACTIC EXAMINERS CERTIFICATION VERIFYING 10 HOURS OF   
  CONTINUING EDUCATION YOU HAVE RECEIVED BETWEEN JULY 1 AND  
  JUNE 30.  
   
  ONLY CERTIFICATES ISSUED BY A CCE-APPROVED COLLEGE, STATE   
  ASSOCIATION, OR STATE BOARD CAN BE ACCEPTED. 
  
 2--------- SEND CERTIFIED, CASHIER’S CHECK, OR MONEY ORDER FOR $25.00.  MAKE  
  THE CASHIER’S CHECK OR MONEY ORDER OUT TO:  MISSISSIPPI STATE BOARD 
  OF CHIROPRACTIC EXAMINERS.     PERSONAL CHECKS WILL BE RETURNED. 
  
 3--------- COMPLETE THE FORM AT THE BOTTOM OF THIS PAGE AND RETURN ALONG WITH  
  YOUR HOURS AND MONEY TO:  BOARD OF CHIROPRACTIC EXAMINERS,  

P.O. DRAWER 775, LOUISVILLE, MS  39339. 
  
 4--------- THIS MUST BE DONE BEFORE JUNE 30.     
 
 
 
PLEASE CLIP AND RETURN WITH YOUR CASHIER’S CHECK OR MONEY ORDER AND HOURS. 
-------------------------------------------------------------------------------------------------------------------------------------------- 
 

 
PLEASE PRINT LEGIBLY 

 
 

 
NAME ______________________________________________________________________________________ 
 
CLINIC MAILING ADDRESS ___________________________________________________________________ 
 
CITY & STATE ____________________________________ ZIP_______________________________________ 
 
CERTIFICATE NUMBER ______________________________________________________________________ 
 
 


